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INTRODUCTION 


Arizona State Hospital (ASH), a state-supported facility operating at 2500 East 
Van Buren, Phoenix, Arizona, provides inpatient psychiatric care and treatment for state 
residents who are suffering from severe mental and emotional illnesses and disorders. It 
is the mission of Arizona State Hospital to develop and enhance the strengths, abilities 
and interest of patients enabling them to return to their families and communities. 

In FY 1984-1985, there was a 9.8% rise in patient census. This increase placed a 
burden on both the physical plant and hospital staff. 

This report describes the types of patients in ASH treatment programs, treatment 
methods, staffing, and the facility and physical plant. Appendix A contains the ASH 
Financial Summary for FY 1984-85. 
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PATIENT DESCRIPTION 


patient Census 

The ASH census has increased over the past twelve months. Table 1 indicates that 
in FY 1982-83 the ASH census was stable, growing from 325 at the beginning of the year 
to 342 at the end of the year. In the twenty-four months since that time, the census has 
grown to 493, an increase of 44.2 percent. This increase has coincided with the 
implementation of a more lenient commitment law in 3uly of 1983, and subsequent 
liberalization of the law again in August 1985. 

The statutory changes do seem to have contributed to the rise in the ASH census 
between FY 1983-84 and FY 1984-85, but perhaps not to the degree that many 
anticipated. Court-ordered commitments accounted for 60 percent of total 
commitments in FY 1982-83, 63 percent in FY 1983-84, and 77 percent in FY 1984-85. 
Looked at somewhat differently, while total admissions grew by 32 percent between FY 
1982-83 and FY 1984-85, court-ordered commitments rose by 66 percent. 

The Department of Health Services has taken steps to ensure that involuntary 
commitments to ASH are appropriate. A psychiatrist under contract to the Department 
currently attends commitment hearings in Maricopa County and assesses petitions for 
court-ordered treatment to ASH. Intake procedures have been streamlined at ASH. 
Admissions are reviewed daily for appropriateness of referrals. 

Another factor that contributed to the increasing ASH census was the growth in 
the number of patients who are so severely disabled as to require long stays in the State 
Hospital. Also, Court actions are commiting patients for longer stays. The vast 
proportion of such patients are housed at the Geropsychiatry and Granada facilities. At 
the close of FY 1983-84, 135 patients resided in these units; by the end of FY 1984-85, 
174 patients resided in these units, an increase of 29 percent. A possible result of this 
FY 1983-84 increased population on the census was a rise in the median length of stay in 
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in FY 1984-85 (see Table 2). The median length of stay rose by 54 percent from 48 days 
in FY 1983-84 to 74 days in FY 1984-85. In comparison, the median length of stay in FY 
1982-83 was 49 days. 
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TABLE 1 


ARIZONA STATE HOSPITAL 

Average Monthly Census, Admissions and Discharges, and Ratio of 
Discharges to Admissions 


Avg. Ratio of 



Mthly 

Total 

1 st 

Re-Admis- 

Invol. 

Total 

Dischgs.to 

Census 

FY 1984-85 

Admiss. 

Admiss. 

sions 

Commit. 

Dischgs 

Admiss. % 

July 

456 

74 

39 

35 

49 

59 

80 

August 

466 

69 

31 

38 

46 

59 

86 

September 

464 

50 

23 

27 

36 

53 

106 

October 

478 

70 

39 

31 

52 

49 

70 

November 

488 

56 

34 

22 

42 

49 

88 

December 

493 

53 

27 

26 

46 

49 

92 

January 

496 

58 

26 

32 

39 

49 

84 

February 

496 

46 

25 

21 

43 

45 

98 

March 

502 

67 

32 

35 

48 

55 

82 

April 

497 

54 

27 

27 

44 

73 

135 

May 

493 

60 

31 

29 

51 

55 

92 

June 

493 

60 

33 

27 

55 

53 

88 

TOTAL 


717 

367 

350 

551 

648 


FY 1983-84 

July 1983 

340 

62 

30 

32 

38 

49 

79 

August 1983 

360 

61 

30 

31 

35 

51 

84 

September 1983 

369 

48 

22 

26 

28 

26 

54 

October 1983 

377 

37 

18 

19 

23 

43 

116 

November 1983 

381 

46 

26 

20 

34 

30 

65 

December 1983 

391 

54 

26 

28 

37 

32 

59 

January 1984 

402 

59 

33 

26 

32 

44 

75 

February 1984 

411 

75 

42 

33 

54 

58 

77 

March 1984 

426 

72 

37 

35 

43 

65 

90 

April 1984 

423 

69 

43 

26 

51 

66 

96 

May 1984 

437 

89 

39 

50 

53 

60 

67 

June 1984 

449 

59 

32 

27 

35 

58 

98 

TOTAL 


731 

378 

353 

463 

588 


FY 1982-83 

July 

325 

58 

26 

32 

30 

47 

81 

August 

329 

45 

29 

16 

29 

47 

104 

September 

326 

36 

16 

20 

20 

35 

97 

October 

323 

37 

18 

19 

20 

31 

84 

November 

332 

58 

25 

33 

38 

35 

60 

December 

344 

44 

19 

25 

34 

39 

89 

January 

343 

42 

17 

25 

23 

43 

102 

February 

345 

29 

12 

17 

23 

32 

110 

March 

337 

55 

31 

24 

34 

48 

87 

April 

344 

43 

25 

18 

27 

40 

93 

May 

342 

49 

32 

17 

22 

47 

96 

June 

342 

56 

32 

24 

31 

56 

100 

TOTAL 


552 

282 

270 

331 

500 













TABLE 2 


ARIZONA STATE HOSPITAL 




LENGTH OF STAY FOR DISCHARGES 

FY 1983-84, FY 1984-85 




FY 1983-84 

FY 1984-85 

DAYS IN HOSPITAL 

Number 

% 

Number 

% 

Under 

7 Days 

80 

14 

45 

7 

7 - 

13 Days 

49 

8 

27 

4 

14 - 

20 Days 

55 

9 

31 

5 

21 - 

30 Days 

42 

7 

50 

8 

31 - 

60 Days 

121 

21 

128 

20 

61 - 

90 Days 

59 

10 

85 

13 

91 - 

180 Days 

93 

16 

149 

23 

181 - 

365 Days 

51 

9 

80 

12 

1 - 

5 Years 

31 

5 

41 

6 

5+ - 

Years 

_7 

1 

12 

2 


TOTAL 

588 

100% 

648 

100% 

MEDIAN DAYS IN HOSPITAL: 

48 

Days 

74 

Days 
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TABLE 3 



ARIZONA STATE HOSPITAL 
ADMISSIONS BY AGE 

FY 1983-84, FY 1984-85 

FY 1983-84 

FY 1984-85 


Age 

Number 

% 

Number 

% 

Under 19 

65 

9 

57 

8 

19-29 

235 

32 

218 

31 

30-39 

169 

23 

189 

26 

40 - 64 

190 

26 

188 

26 

65+ 

72 

10 

65 

9 






TOTAL 

731 100% 

TABLE 4 

ARIZONA STATE HOSPITAL 
ADMISSIONS BY SEX 

FY 1983-84, FY 1984-85 

FY 1983-84 

717 100% 

FY 1984-85 

Sex 

Number 

% 

Number 

% 

Male 

428 

59 

419 

58 

Female 

303 

41 

298 

42 






total 

731 

100% 

717 100% 
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TABLE 5 

ARIZONA STATE HOSPITAL 
ADMISSIONS BY ETHNICITY 
FY 1983-84, FY 1984-85 


FY 1983-84 FY 1984-85 


Ethnicity 

Number 

% 

Number 

% 

White 

558 

77 

531 

74 

Hispanic 

95 

13 

100 

14 

American Indian 

10 

1 

9 

1 

Black 

59 

8 

62 

9 

Other 

9 

J_ 

_15 

2 

TOTAL 

731 

100% 

717 

100% 
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TABLE 6 


ARIZONA STATE HOSPITAL 

TOTAL NUMBER AND PERCENTAGE OF ADMISSIONS BY COUNTY 
FISCAL YEAR 1982-83; FISCAL YEAR 1983-84 AND 
FISCAL YEAR 1984-85 



FY-1983 


FY 1983-1984 

FY 1984-1985 

County* 

Number 

% 

Number 

% 

Number 

% 

Maricopa 

317 

57 

472 

65 

412 

57 

Pima 

61 

11 

63 

9 

77 

11 

Apache 

4 

1 

3 

0 

5 

1 

Cochise 

12 

2 

11 

1 

13 

2 

Coconino 

16 

3 

12 

2 

15 

2 

Gila 

28 

5 

31 

4 

16 

2 

Graham 

8 

2 

15 

2 

14 

2 

Greenlee 

1 

0 

0 

0 

0 

0 

La Paz 

0 

0 

0 

0 

0 

0 

Mohave 

9 

2 

8 

1 

8 

1 

Navajo 

16 

3 

13 

2 

19 

3 

Pinal 

28 

5 

41 

6 

53 

7 

Santa Cruz 

3 

1 

2 

0 

5 

1 

Yavapai 

19 

3 

26 

3 

33 

5 

Yuma 

30 

5 

34 

5 

47 

6 

TOTAL 

552 

100% 

731 

100% 

717 

100% 


* County of Admission 
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TABLE 7 


ARIZONA STATE HOSPITAL 

ADMISSION RATES PER 100,000 POPULATION BY COUNTY 
FISCAL YEAR 1982-83; 1983-84; AND 1984-85 


County* 

FY 1982-83 

FY 1983-84 

FY 1984-85 

Maricopa 

18.2 

27.0 

22.8 

Pima 

9.8 

10.2 

12.3 

Apache 

6.2 

4.6 

9.7 

Cochise 

12.6 

11.6 

14.0 

Coconino 

17.3 

13.0 

17.8 

Gila 

71.1 

78.7 

44.1 

Graham 

32.7 

61.2 

60.3 

Greenlee 

8.0 

0 

0 

La Paz 

0 

0 

0 

Mohave 

14.7 

13.1 

12.0 

Navajo 

20.7 

16.8 

26.5 

Pinal 

28.1 

41.1 

52.2 

Santa Cruz 

12.1 

8.1 

21.4 

Yavapai 

24.1 

33.0 

39.5 

Yuma 

34.8 

39.4 

54.0 

AVERAGE 

STATEWIDE 

RATE 

17.6 

23.3 

22.6 


* County of Admission 
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TABLE 8 


ARIZONA STATE HOSPITAL 
NUMBER AND PERCENT OF ADMISSIONS 
BY DIAGNOSTIC REASON 

IN FISCAL YEAR 1983-84 AND FISCAL YEAR 1984-85 


FY 1983-84 FY 1984-85 


DIAGNOSIS GROUPING Number 

Schizophrenic Disorders 319 

Affective Psychoses 207 

Paranoid States 5 

Other Psychoses 9 

Neurotic Disorders 1 

Senile and Presenile Organic 
Psychotic Conditions 35 

Alcoholic Psychoses 14 

Other Organic Mental Disorders 41 

Drug Related Disorders 14 

Personality Disorders 22 

Adjustment Reactions 14 

Disturbance of Conduct 23 

Mental Illness/Mental Retardation 16 
Alcohol Abuse 4 

Other 7 

TOTAL 731 


% 

Number 

% 

44 

304 

42 

28 

202 

28 

.5 

4 

1 

1 

11 

2 

.1 

0 

0 

5 

38 

5 

2 

2 

0 

6 

58 

8 

2 

8 

1 

3 

16 

2 

2 

17 

3 

3 

18 

3 

2 

8 

1 

.5 

8 

1 

.9 

.23 

__3 

100% 

717 

100% 


10 - 







TABLE 9 


ARIZONA STATE HOSPITAL 
DISCHARGES BY COUNTY AND TYPE OF DISCHARGE 
FISCAL YEAR 1984-85 


CONDITIONAL COMPLETE 

DISCHARGE DISCHARGE TOTAL 


COUNTY* 

Number 

% 

Number 

% 

Number 

% 

Maricopa 

26 

58 

388 

65 

418 

64 

Pima 

3 

7 

39 

7 

43 

7 

Apache 

0 

0 

3 

0 

3 

0 

Cochise 

2 

5 

10 

2 

12 

2 

Coconino 

0 

0 

7 

1 

7 

1 

Gila 

3 

7 

12 

2 

15 

2 

Graham 

1 

2 

11 

2 

12 

2 

Greenlee 

0 

0 

0 

0 

0 

0 

LaPaz 

0 

0 

0 

0 

0 

0 

Mohave 

2 

5 

5 

1 

7 

1 

Navajo 

1 

2 

9 

1 

10 

2 

Pinal 

3 

7 

21 

4 

24 

4 

Santa Cruz 

1 

2 

6 

1 

7 

1 

Yavapai 

0 

0 

23 

4 

23 

4 

Yuma 

2 

5 

18 

3 

20 

3 

Out of State 

0 

0 

38 

6 

39 

6 

Unknown** 

0 

0 

8 

1 

_8 

_J_ 

TOTAL 

44 

100% 

598 

100% 

648 

100% 
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PATIENT CHARACTERISTICS 


The demographic composition of ASH admissions has been stable between FY 1983- 
84 and FY 1984-85 (see Tables 3, 4, and 5). Roughly one-third of the admissions were 
between 19 and 29 years of age, one-quarter between 29-39 and 40-64, respectively, and 
one-tenth under 19 and over 65, respectively. Almost 60 percent of the admissions were 
males and about three-fourths were white. This demographic composition was roughly 
the same in FY 1983-84. 

Not surprisingly, most of the admissions to ASH came from Maricopa County and, 
to a lesser degree, from Pima County. However, there have been changes in the 
proportion and rates of patients coming from each county (see Tables 6 and 7). In terms 
of the proportion of total admissions from each county, a decreasing percentage of ASH 
admissions reside in Maricopa County. Thus, 65 percent of the admissions came from 
Maricopa County in FY 1983-84, while 63 percent came from Maricopa County in FY 
1984-85. 

When the population of each county is taken into account by looking at the 
admission rates per 100,000 population, a somewhat different pattern emerges. Looked 
at in this fashion, Graham County has by far the largest admission rate of any county, 
with rates over 60 per 100,000 population in FY 1984-85. However, these trends will 
vary significantly each year, especially in the smaller counties. Among other counties 
with significant numbers of ASH admissions, Gila, Pinal, Yavapai, and Yuma Counties 
have admission rates in excess of the average statewide rates. 

Consistent with the ASH mission of caring for and treating severely disturbed 
patients, almost three-fourths of the ASH admissions in FY 1984-85 suffered from 
severe, functional psychotic conditions (see Table 8). Forty-two percent of the 
admissions suffered from schizophrenic disorders, 28 percent from affective psychosis 
and 3 percent from paranoia or other psychoses. An additional 14 percent of the 
admissions had disorders related to underlying organic causes, with almost one-half of 
these patients suffering from dementia. 

During FY 1984-85, 648 patients were discharged from ASH, of which 598, or 92 
percent, were complete discharges (see Table 9). Almost two-thirds, or 64 percent of 
these discharges were to Maricopa County; however, 63 percent of ASH admissions were 
from Maricopa County. In contrast, 7 percent of the discharges were to Pima County, 
and 11 percent of admissions were from Pima County. No other County received more 
than four percent of the ASH discharges. 
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TREATMENT UNITS 


The Arizona State Hospital is organized by treatment programs. During the past 
fiscal year, the number of treatment programs was consolidated to six in an effort to 
address the overcrowding and improve treatment and care through the more efficient use 
of personnel and available space within programs. Each treatment program has 
interdisciplinary teams comprised of psychiatrists, medical specialists, psychologists, 
nurses, social workers, rehabilitation therapists, auxiliary clinical staff and others—some 
of whom are assigned to more than one program. A medical staff member is responsible 
for each patient's treatment and a psychiatric nurse administrator is responsible for 
program administration. Patients are assigned to a treatment program based on their 
needs and level of functioning. The remainder of this section provides a brief overview 
of each treatment program. The average daily census for each unit is displayed in 
Table 11. 


TREATMENT UNIT DESCRIPTION 


At the present time, Arizona State Hospital is organized by Programs as follows: 

PROGRAMS NUMBER OF UNITS 

SPECIALITY PROGRAMS 

Adolescent Treatment Unit one 

Early Discharge Unit one 

Kachina 1 

Transitional Living Unit (TLU) two cottages 

Forensic/Behavior Management Unit one 

Cholla 

PSYCHO-SOCIAL REHAB PROGRAM five 

Juniper 1 
Juniper 3 

Juniper 6 (Level B) 

Juniper 8 (Level C) 

Juniper 10 

CONTINUED CARE PROGRAM five 

Juniper 2 
Juniper 4 
Juniper 7 
Juniper 9 
Granada 
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SPECIALITY PROGRAMS 


RECEPTION CENTER 

HOURS - 8:00 AM to 5:00 PM, Monday through Friday (by appointment, whenever 

possible) 

PURPOSE 


Intensive screening to evaluate, admit, and assign patients to the appropriate 
treatment unit. 

ADMISSION 


Occurs per Arizona State Hospital policies and procedures. When possible, 
pre-admission evaluations will be completed prior to the patient’s arriving at 
the Reception Center. 

EVALUATION 


Includes psychiatric, social service and nursing assessments. 

EARLY DISCHARGE UNIT - KACHINA 1 

RECOMMENDED CENSUS -43 
PURPOSE 


Provide intensive evaluation and treatment services to patients generally 
ready to be discharged within 90 days. The primary focus is to resolve 
problems causing admission. 

ADMISSION 


Admission to the unit is the joint decision of the admitting psychiatrist and the 
psychiatrist of the unit. The psychiatrists determine the ability of the units 
program to meet each patient's specific needs. 

EVALUATION 

As ordered by the attending physician, comprehensive evaluations may be 
performed by all disciplines as a coordinated interdisciplinary team. 

DISCHARGE 


The decision to discharge a patient will be made by the attending physician, 
based on the patient's progress relative to the goals and objectives of the 
patient's treatment plan and ability to live in the least restrictive setting. 

TRANSFER 


Patients may be transferred by authority of the short-term lead psychiatrist to 
a more appropriate unit, and this can occur at any time it is determined the 
patient cannot be discharged within 90 days. 


-14- 















MAJOR TREATMENT MODALITIES 


Psychotropic medication; psychotherapy focusing on compliance with 
medication, reasons for admission, specific discharge plans and goals; 
rehabilitation patient education; intensive liaison for community re-integration 
and aftercare treatment; leisure and recreational activities; structured milieu 
activities; physical care/hygiene, and reality focusing. 

TRANSITIONAL LIVING PROGRAM 

RECOMMENDED CENSUS - 6 Males/6 Females 
PURPOSE 


To provide a treatment program that bridges the chronically mentally ill client 
between the inpatient unit and the community placement, be it independent or 
a supportive care facility. Patients are generally ready to be discharged 
within six months. 

ADMISSION 


Admission to the unit is the decision of the unit physician and is limited to 
patients who are age 18 or older; voluntary, gravely disabled or dangerous to 
self. 

EVALUATION 


On written referral to the Transitional Living Program or through the unit 
liaison, evaluation will be completed on the unit and the patient presented to 
the screening team. 

DISCHARGE 


On completion of the goals established for each patient as part of his 
treatment plan. 

TRANSFER 


Transfer will occur if patient's behavior presents a hazard to himself or others, 
or is seriously disruptive to the program. In cases where these criteria do not 
apply but the patient cannot be discharged from the Hospital as planned, 
referring treatment unit agrees to arrange transfer within two weeks of 
notification. 

MAJOR TREATMENT MODALITIES 


Treatment focuses on community orientation and linking patients into a 
network of community supports; individual, group and family counseling are 
also provided in the program. 
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ADOLESCENT TREATMENT UNIT 


RECOMMENDED CENSUS - 22 
PURPOSE 


To provide a comprehensive multi-disciplinary therapeutic program for 
adolescents with substantial psychiatric disorders, assisting them to develop 
and maintain their highest level of adaptability. Patients are generally ready 
for discharge in three to twelve months. 

ADMISSION 


Ages 12 through 17 years; meets Arizona State Hospital criteria for voluntary 
admission or court-ordered treatment; is unable to benefit from outpatient 
care, as demonstrated by previous evaluation and/or treatment; is unable to 
benefit from non-hospital therapeutic setting, such as residential treatment 
facility or therapeutic foster home, as demonstrated by previous evaluation 
and/or treatment; has been referred by an officially involved care agency, 
mental health agency, or private practitioner in mental health; after thorough 
screening, based on previous evaluations and/or reports of treatment, clearly 
requires an intermediate-term, psychiatric inpatient hospitalization, lasting 
approximately 3 to 12 months; suffers from a substantial psychiatric disorder 
of adolescence in accordance with DSM-III criteria; does not suffer from an 
acute medical condition requiring skilled medical and nursing care, which more 
appropriately should be handled in a general hospital setting; does not suffer 
from moderate-to-severe mental retardation; does not suffer from mild mental 
retardation, which is clearly the primary condition requiring attention or 
treatment. 

EVALUATION 


As ordered by the attending physician, evaluation or assessments are provided 
by all disciplines and appropriate therapies provided by the interdisciplinary 
team. 

DISCHARGE 


When behavioral goals as outlined in the individual’s treatment plan are 
attained and community living arrangements are completed. 

TRANSFER 


Not within the Arizona State Hospital - - unless 18 years of age. 
MAJOR TREATMENT MODALITIES 


Education; rehabilitation, occupational, recreational, speech and hearing; 
milieu therapy; individual, group and family therapy. 
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BEHAVIOR MANAGEMENT PROGRAM 


BEHAVIOR MANAGEMENT UNIT I - CHOLLA 

RECOMMENDED CENSUS - 44 
PURPOSE 


To provide evaluation, treatment and behavior modification for patients who, 
because of legal status or behavior problems, need placement in a locked, 
secure facility. Patients transferred to the unit to treat behavior management 
problems remain until all violent/explosive behaviors have been extinguished 
for at least a thirty day period. 

ADMISSION 


Direct admission from County and State correctional institutions, direct 
admissions from the community and admissions/transfers from other on-ground 
hospital units. 

EVALUATION 


Comprehensive evaluations may be done by all disciplines as needed and as a 
coordinated interdisciplinary team. 

DISCHARGE 


Discharge occurs with coordination within the criminal justice system, 
guardians, community health agencies and families and is based on the 
attainment of behavioral goals outlined in the individual's treatment plan. 

TRANSFER 


For those patients committed as a danger to others, transfer to a less 
restrictive unit occurs after a second-level review has established that the 
patient has exhibited no violent/assaultive behaviors for at least the last 30 
days. All other patients are transferred by the authority of the unit 
psychiatrist when behavior is no longer considered a major treatment problem 
and when space is available on a less restrictive unit. 

MAJOR TREATMENT MODALITIES 


Psychotropic medication; psychotherapy focusing on compliance with 
medication, reasons for admission, specific discharge plans and goals; 
rehabilitation patient education; intensive liaison for community re-integration 
and aftercare treatment; leisure and recreational activities; structured milieu 
activities; physical care/hygiene, reality focusing and behavior modification. 

PSYCHOSOCIAL REHABILITATION PROGRAM 


PSR - JUNIPER 1 

RECOMMENDED CENSUS - 24 
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PURPOSE 


This program of pre-community care through Psychosocial Rehabilitation 
provides brief residential care with comprehensive therapeutic programming 
that encourages independence and active participation in community-based 
programs and prepares the patient for early discharge from the hospital. 
Patients generally are treated within this program for two to three months. 

ADMISSION 


Criteria for admission to this unit include: age 18 or older; goal attainment 
score 50 and above; completes activities of daily living with minimal 
supervision; attends activities and participates. 

EVALUATION 


As ordered by the attending physician, comprehensive evaluations and 
assessments may be performed by all disciplines and appropriate therapies 
provided by members of the interdisciplinary treatment team. 

DISCHARGE 


Patients will be discharged when behavioral goals outlined in their individual 
treatment plans are attained and they are able to live in a iess restrictive 
environment. 

TRANSFER 


Patients that do not meet criteria and require longer term treatment will be 
transferred to another PSR level program. 

MAJOR TREATMENT MODALITIES 


Psychotropic medications; psychotherapy to develop insight into reasons for 
admission; occupational therapy, recreational therapy; adult education; nursing 
services, including self-medication program; self-care; patient government and 
discharge planning program. 

PSR - JUNIPER 3 

RECOMMENDED CENSUS - 28 
PURPOSE 


To provide a safe therapeutic environment for those patients 55 years of age, 
or older, who will be prepared for discharge to the community within six 
months. 

ADMISSION 


Criteria for admission include: 55 years of age or older; ambulatory; 
continent; verbal; able to function on an open unit without risk of unauthorized 
absence. 
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EVALUATION 


As ordered by the attending physician, evaluations and assessments are 
performed by all disciplines and appropriate therapies are provided by the 
interdisciplinary treatment team. 

DISCHARGE 


Discharge is ordered by the attending physician when the patient achieves 
behavioral goals outlined in the patient's treatment plan and can live in a less 
restrictive environment. 

TRANSFER 


Appropriate patients are accepted as transfers from other units and are 
transferred as their physical or behavioral condition changes. Decisions to 
transfer patients are made by the unit physician involved. 

MAJOR TREATMENT MODALITIES 


Psychotropic medications; group dynamics; occupational therapy; recreational 
therapy and psychology are examples of groups offered on the unit; self- 
medication, self-care, reminiscent groups, community orientation, current 
events, community meetings, individual treatment programs, as needed; 
physical therapy, art and music therapy, cooking and nutrition, gardening, 
individual counseling and other therapeutic activities, reality orientation. 

PSR - JUNIPER 6 (LEVEL B) 

RECOMMENDED CENSUS - 24 
PURPOSE 


J-6 is the Level B program for pre-community care through Psychosocial 
Rehabilitation. It provides residential care for those patients that require 
supervision and direction in assuming responsibility for advancement to Level 
A and/or discharge. Patients generally require treatment for up to one year. 

ADMISSION 


Criteria for admission include: Age IS or older; goal attainment score 
between 41-50; requires verbal prompting to complete activities of daily 
living. 

EVALUATION 


As ordered by the attending physician, comprehensive evaluations and 
assessments may be performed by all disciplines and therapies provided by 
members of the interdisciplinary treatment team. 

DISCHARGE 


It is the unit goal for Level B patients to be motivated to achieve a higher 
level placement, then be discharged from the hospital; however, a patient can 
be discharged directly from J-6 when he attains behavioral goals outlined in his 
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treatment plan and can be placed in a less restrictive setting in the 
community. 

TRANSFER 


Patients that do not meet the criteria for the Level B program will be 
transferred to the appropriate level program within PSR or to other hospital 
units by the joint decision of the unit psychiatrists involved. 

MAJOR TREATMENT MODALITIES 


Psychotropic medications; psychotherapy; occupational therapy; recreational 
therapy; special physical therapy; adult education; nursing services, including 
self-care, patient government and discharge planning program. 

PSR - JUNIPER 8 (LEVEL C) 

RECOMMENDED CENSUS - 24 
PURPOSE 


J-8 is the Level C program of pre-community care through the Psychosocial 
Rehabilitation unit. Long term care is given to provide a structured 
therapeutic milieu for patients who require supervision and direction in the 
performance of activities of daily living and the development of basic 
behavioral and social skills that are required to function in a less restrictive 
setting. 

ADMISSION 


Criteria for admission include: males/females age 18 or older; goal attainment 
score between 21-40; requires extensive supervision to complete activities of 
daily living; interactions with others need to be closely monitored and the 
program should be highly structured. 

EVALUATION 


As ordered by the attending physician, comprehensive evaluations and 
assessments will be provided by all disciplines and suggested therapies provided 
by members of the intedisciplinary treatment team. 

DISCHARGE 


The decision to discharge a patient is made by the attending physician based on 
the patient's attainment of behavioral goals outlined in the patient's treatment 
plan and ability to live in a less restrictive environment in a community 
setting. 

TRANSFER 


Transfers will occur when it is determined by the attending physician that a 
patient is no longer appropriate for the programs provided on J-8 and can 
benefit from the services on another hospital unit. 
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MAJOR TREATMENT MODALITIES 


Structured therapeutic community; psychotherapy groups; individual therapy; 
psychotropic medication; patient and family education; leisure and 
recreational activities; structured milieu; reality orientation and activities of 
daily living training. 

PSR t JUNIPER 10 

RECOMMENDED CENSUS - 40 
PURPOSE 


The program for J-10 treats patients who generally receive care over a six- 
month period. Patients are provided an intensive inpatient rehabilitation 
program with a high degree of environmental security for individuals with 
maladaptive social behavior and intrapsychic distress of a chronic nature. 

ADMISSION 


Criteria for admission include: males/females; court commitment as danger to 
others; high risk/high profile or unauthorized absence risk; need for locked, 
moderately secure unit. 

EVALUATION 


As ordered by the attending physician, evaluations and assessments will be 
provided by all disciplines and appropriate therapies provided by members of 
the interdisciplinary treatment team. 

DISCHARGE 


Discharge will occur when the patient is no longer considered high risk/high 
profile or dangerous to others and achieves behavioral goals as outlined in the 
patient's treatment plan. 

TRANSFER 

Patients who require additional treatment but are no longer considered 
dangerous to others, high risk/high profile or unauthorized absence risk will be 
transferred to another unit. 

MAJOR TREATMENT MODALITIES 


Psychotherapy; therapeutic community; individual therapy focusing on reason 
for admission, specific discharge plans; goals for hospitalization; psychotropic 
medication; patient and family education; leisure and recreational activities; 
structured milieu; activities of daily living training; and reality orientation. 
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CONTINUED CARE PROGRAM (CCP) 


CCP - JUNIPER 2 

RECOMMENDED CENSUS - 24 
PURPOSE 

To provide a safe, therapeutic environment for 24 male patients who exhibit 
severely regressed behavior and indicate need for highly structured programs; 
are not amenable to insight-oriented therapies. These patients require daily 
planned programs, rehabilitative activities and nursing and physical care over a 
long period of time. 

ADMISSION 


Criteria for admission to 3-2 is based on the following requisites? male; 40 to 
70 years of age; no major acute medical problems, i.e. requiring tube feedings, 
oxygen, IV’s; ambulatory; behavior is influenced by either delusions or 
hallucinations; impaired communication; unable to function in open 
environment; needs supervision or assistance to maintain personal hygiene; 
physically attacks others with intent to harm; self-abusive. 

EVALUATION 

Evaluations for admission, transfer, and discharge are conducted by the 
attending physicians. When ordered by the attending physician, evaluations 
and assessments are provided by all disciplines and appropriate therapies are 
provided by members of the interdisciplinary treatment team, 

DISCHARGE 

Attending physicians will discharge patients directly from 3-2 when they attain 
the behavioral goals outlined in their individual treatment plans and are 
appropriate for structured supervisory or nursing home care. 

TRANSFER 


Transfer of a patient to another unit is by decision of unit psychiatrist with 
consultation of nursing staff. Reasons for transfer may be: development of 
medical problems requiring intensive nursing care; regression in mental 
functioning that markedly affects their three spheres of orientation: name, 
place, time. In addition, mental regression of patients is such that they need 
closer supervision to protect from injury to self and being injured by others. 

MAJOR TREATMENT MODALITIES 


Medication; adult education program; reality orientation group; current events 
group; structured ward activities; leisure and recreational activities; ward 
recreational activities. 
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CCP - JUNIPER 4 


RECOMMENDED CENSUS - 24 
PURPOSE 


To provide a safe, therapeutic environment for 24 female patients who exhibit 
moderate-to-severely regressed behavior and indicate need for highly 
structured programs who are not amenable to insight-oriented therapies. 
These patients require daily planned programs, rehabilitative activities and 
nursing and physical care over a long time period. 

ADMISSION 


Criteria for admission to J-4 is based on the following requisites: female; 35 to 
65 years of age; no major acute medical problems; ambulatory; behavior is 
influenced by either delusions or hallucinations; impairment in functioning in 
several areas; needs supervision or assistance to maintain personal hygiene; 
physically attacks others with intent to harm; self-abusive. 

EVALUATION 


Evaluations for admission, transfer, and discharge are conducted by attending 
physicians. When ordered by the attending physician, evaluations and 
assessments are provided by all disciplines and appropriate therapies are 
provided by members of the interdisciplinary treatment team. 

DISCHARGE 


Physicians shall discharge patients directly from J-4 when they attain the 
behavioral goals outlined in their individual treatment plans and are 
appropriate for boarding home, structured supervisory or nursing home care. 

TRANSFER 


Transfer of a patient to another unit is by decision of unit psychiatrist with 
consultation of nursing staff. Reasons for transfer may be: development of 
medical problems requiring intensive nursing care, regression in mental 
functioning that markedly affects their three spheres of orientation. In 
addition, mental regression of patients is such that they need closer 
supervision to protect from injury to self and being injured by others. 

MAJOR TREATMENT MODALITIES 


Medication; adult education; reality orientation group; structured ward 
activities; leisure and recreational activities; ward recreational activities. 

CCP - JUNIPER 7 

RECOMMENDED CENSUS - 28 
PURPOSE 


To provide a safe therapeutic environment for patients who, because of the 
severity of their mental and physical disabilities, require continuous 
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observation and supervision. Most of these patients suffer from organic brain 
failure and are dependent for nursing care, planned programs, rehabilitative 
activities and frequent psychiatric and medical care and require care over a 
long period of time. 

ADMISSION 


Criteria for admission include: patients are 55 years of age and older; male or 
female; ambulatory/wheelchair/geri-chair; no major acute medical problem; 
require extensive assistance in self-care; require physical support for self¬ 
protection; Gas Score 5 or under. 

EVALUATION 


As ordered by the attending physician, comprehensive evaluations and 
assessments are provided by all disciplines and appropriate therapy provided by 
members of the interdisciplinary treatment team. 

DISCHARGE 


Discharge occurs with coordination of Maricopa County Long-Term Care 
placement, guardians, community health agencies, families and the 
Department of Economic Security, Division of Developmental Disabilities and 
is based on the attainment of behavioral goals outlined in the patient's 
treatment plan and the ability of the patient to live in a less restrictive setting 
in the community. 

TRANSFER 


Patients are at the lowest cognitive functioning level, therefore, transfers are 
rare except to Granada or outside facilities for the treatment of a medical 
condition. 

MAJOR TREATMENT MODALITIES 


Chemotherapy; structured milieu activities; sensory stimulation; reality 
orientation; recreational activities; physical therapy; personal care/hygiene. 

CCP ^ JUNIPER 9 

RECOMMENDED CENSUS - 45 
PURPOSE 


To provide a safe therapeutic environment for patients who, because of the 
severity of their mental and physical disabilities, cannot function in other 
treatment units. Secondary to their organicity, these patients require daily 
planned programs and rehabilitative activities, nursing care, frequent 
psychiatric and medical consultations and require care over a long period of 
time. 

ADMISSION 

Admission criteria include: patients are 55 years of age and older; male or 
female; ambulatory/wheelchair/geri-chair; no major acute medical problems. 
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May require physical support for self-protection. Usually responsive to simple 
directions. Gas Score 15 or under. 

EVALUATION 


As ordered by the attending physician, comprehensive evaluations and 
assessments are provided by all disciplines and appropriate therapies are 
provided by members of the interdisciplinary treatment team. 

DISCHARGE 


Discharge occurs with coordination of Maricopa County Long Term Care 
placement, guardians, community health agencies, families and the 
Department of Economic Security, Division of Developmental Disabilities and 
is based on the attainment of behavioral goals outlined in the patient's 
treatment plan and the ability of the patient to live in a less restrictive setting 
in the community. 

TRANSFER 


Transfers occur when the patient is no longer appropriate for the programs 
provided on 3-9 or when the patient requires definitive medical care on 
Granada or other outside treatment facilities. 

MAJOR TREATMENT MODALITIES 

Chemotherapy; structured milieu activities; sensory stimulation; reality 
orientation; behavior modification; community and family reintegration; 
leisure and recreational activities; specific discharge plans and aftercare; 
physical therapy; physical care/hygiene and social skills activities. 

CCP - GRANADA 

RECOMMENDED CENSUS - 43 
PURPOSE 


To provide a safe and therapeutic environment for those patients who require 
medical care, total supportive nursing care and continue to exhibit behaviors 
that require psychiatric consultation. Granada also provides short term 
medical care for patients temporarily boarding from other units for care of 
acute medical problems (eq. pneumonia, post surgical care, infections). 

ADMISSION 


Admission criteria include the need for total supportive nursing care. The 
attending physician and medical officer of Granada will determine the 
appropriateness of each admission to Granada. 

EVALUATION 

When a psychiatric evaluation is needed, a consulation is requested of a unit 
psychiatrist by the medical officer. 
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DISCHARGE 


Whenever behaviors as outlined in the patients treatment plan have stabilized 
and appropriate arrangements can be made to place the patient in an 
appropriate a community facility or return to a family setting. 

TRANSFER 


When the patient meets the criteria for a treatment unit. 
MAJOR TREATMENT MODALITIES 


Specialized treatment, such as oxygen therapy, IV therapy, isolation 
techniques, techniques, rehabilitation, recreational activities, physical 
therapy, psychotropic medications, medical treatment, structured milieu 
activities, reality orientation, structured mobilization program and total 
physical and mental care of patient. 
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TREATMENT METHODS 


Psychiatric 

Biological Therapy (medications): 

A. Neuroleptic/psychotropic pharmaceuticals for patients manifesting psychotic 
states/symptoms; 

B. Lithium for patients manifesting manic states/symptoms — essentially bipolar 
type, but also schizoaffective types; 

C. Antidepressant pharmaceuticals for major depressions; 

D. Occasionally, electric shock therapy for patients with depression who have 
been unresponsive to other types of treatment; and 

E. Antiseizure pharmaceuticals for convulsive disorders. 

Psychotherapy 

A. Individual psychotherapy by professional psychiatric and psychological staff 
and therapy by social workers and nurses; supportive, crisis-oriented and 
insight psychotherapy, when indicated; and individual counseling by 
paraprofessional staff regarding problems of daily living; 

B. Behavior modification conducted by Ph.D. psychology staff to improve control 
of difficult behavior and develop desired behavior; 

C. Group therapy for enhancement of interpersonal relations; and 

D. Assertive training to improve self-care skills and enhance self-interest and 
reality orientation. 

Environmental Control 

A. Close observation in secured, controlled setting to protect against self¬ 
destructive behavior or control behavior that is dangerous toward others; and 

B. Safe and supportive environment to reduce or negate socioeconomic stressors. 

Rehabilitation Therapy 

A. Occupational therapy to assist regressed patients in increasing sense of reality, 
improving attention span and task attendance, and improving level of 
frustration tolerance. Occupational therapy also assists inpatients who have 
sufficiently recovered to develop skills that may be marketed after discharge 
by improving and maintaining sense of self-worth and increased responsibility 
for self, thereby increasing likelihood of better outpatient adjustment; 

B. Recreation therapy to enhance social interaction, discharge excess energy 
through physical activities, and to reduce tedium of hospitalization; 

C. Physical therapy to treat physical problems of chronic patients suffering 
spasticity, joint immobility, and breakdown of superficial tissue. Physical 
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therapy also functions to improve strength and to increase the mobility of 
patients; and 

D. Speech, Language and Hearing Therapy to improve the communicative skills of 
patients through assessment of ability to receive and transmit spoken messages 
and the implementation of remedial programming. 

Nursing Services 

Twenty-four hour implementation of interdisciplinary treatment plans, and provision 
of patient supervision, medical and psychiatric nursing care, supportive and 
therapeutic interventions, and therapeutic milieu. 
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TABLE 10 


ARIZONA STATE HOSPITAL 
AVERAGE DAILY CENSUS BY TREATMENT UNIT 
FISCAL YEAR 1983-84 AND 1984-85 


Gero 1 


Month 

PSR 

A&E 

ATU 

BMU 

Psych 

GRA 

CCP 

TLU 

TOTAL 

1983 










July 

134 

56 

14 

37 

68 

31 



340 

August 

142 

56 

14 

40 

74 

33 



360 

September 

160 

41 

14 

42 

80 

33 



369 

October 

168 

42 

12 

42 

82 

33 



377 

November 

164 

42 

15 

43 

84 

34 



381 

December 

168 

43 

18 

42 

84 

36 



391 

1984 










January 

178 

43 

16 

45 

86 

35 



402 

February 

186 

48 

16 

44 

85 

32 



411 

March 

187 

59 

19 

47 

84 

31 



426 

April 

180 

49 

17 

53 

94 

30 



423 

May 

184 

51 

17 

51 

105 

29 



437 

June 

187 

59 

17 

51 

105 

30 



449 

MTHLY 

170 

49 

16 

45 

86 

32 



397 

AVG 










1984 










July 

154 

60 

19 

52 



171 


456 

August 

158 

63 

18 

55 



173 


466 

September 

159 

51 

20 

56 



176 

4 

464 

October 

162 

55 

21 

57 



178 

6 

478 

November 

167 

52 

21 

58 



181 

8 

488 

December 

167 

55 

20 

59 



184 

9 

493 

1985 










January 

164 

57 

21 

60 



182 

7 

496 

February 

166 

58 

22 

56 



187 

6 

496 

March 

169 

57 

21 

57 



193 

8 

502 

April 

171 

54 

19 

56 



190 

7 

497 

May 

170 

54 

19 

55 



188 

7 

493 

June 

167 

61 

19 

56 



184 

7 

493 

MTHLY 

164 

56 

20 

57 



174 

6 

485 


AVG 

* The Geropsychiatric and Granada facilities were incorporated into a new continuous 
care unit in fiscal year 1984-85. 
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PERSONNEL 


Personnel shortages experienced by the Arizona State Hospital during FY 1984-1985 
were greatest for registered nurses and certified rehabilitation staff. Two extensive 
recruitment programs conducted in April and June, 1985, helped to alleviate a shortage 
in psychiatric technicians and some nursing personnel. To expedite the hiring process, 
the Department of Administration issued waivers to allow direct hiring for critical, 
direct care positions. 

The Adolescent Treatment Program has experienced a teacher shortage. One cause 
for the frequent turnover in faculty may be that the salaries offered at Arizona State 
Hospital for teachers are not comparable to salaries at other institutions. At the present 
time, the unit lacks two teachers in special education. 
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TABLE 11 


ARIZONA STATE HOSPITAL 
TOTAL FULL TIME EQUIVALENTS (FTE) 
JUNE 30, 1983 


Direct Services Staff 


Psych Nurse Administrator 

10.0 

Psych Nurse 

71.0 

Psych Nurse Director 

1.0 

Psych Nurse Assistant Director 

1.0 

Nurse II 

8.0 

Nurse III 

4.0 

Psych LPN 

18.0 

Therapists 

24.0 

Teachers 

8.0 

Psychologists 

7.5 

Psychology Intern 

2.0 

Social Workers 

23.0 

Behavioral Health Counselor V 

7.0 

Behavioral Health Counselor III 

77.0 

Behavioral Health Counselor II 

140.0 

Behavioral Health Rehab II 

20.0 

Behavioral Health Rehab I 

2.0 

Behavioral Health Nurse Specialist I 

20.0 

Medical Records 

20.0 

Psych Nurse Instructor 

2.0 

Training Specialist 

1.0 

Librarians 

2.0 

Dentists 

3.0 

Pharmacy 

5.0 

Laboratory 

3.0 

X-Ray 

2.0 

Behav. Health Trtmt Unit Manager 

1.0 

Psychiatric Resident 

6.0 

Beautician 

1.0 

Life Guard 

.25 

Podiatrist 

.50 

Chaplain 

1.5 

Barber 

1.0 

DHS Attorney III 

1.0 

Planning Evaluation Chief 

1.0 


494.75 


69% 

TOTAL 


Support Staff 


Superintendent 1.0 

Assistant Administrator for Finance 1.0 
Administrative Services Officer III 1.0 

Physical Plant Director 1.0 

Finance 6.0 

Clerical 26.0 

Administrative Assistant; 7.0 

Clerk (Diet) 3.0 

Custodial Workers 43.0 

Building Maintenance Supervisor 2.0 

Maintenance 27.0 

Groundskeeper 3.0 

Laundry 13.0 

Training Officer 1.0 

Laborer 3.0 

Laundry Manager 1.0 

Custodial Supervisor 3.0 

Food Service Director 1.0 

Dietiatians 2.0 

Food Supervisor 4.0 

Cooks 6.0 

Food Service Worker 29.0 

Messenger Delivery Driver 6.0 

Security Officer 15.0 

Mail Clerks 2.0 

Switchboard Operators 6.0 

Sewing Supervisor 2.0 

Quality Assurance Coordinator 1.0 

Patients’ Rights Representative 1.0 

Automated Record Clerk 1.0 

Research, Stat Analyst 2.0 

Volunteer Services Coordinator 1.0 


226.0 

31% 

720.75 


There were approximately eleven psychiatrists and three medical physicians on contract 
with the Arizona State Hospital during this period. These positions are not included in 
the FTE total. 
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APPENDIX A 


ARIZONA STATE HOSPITAL 
FINANCIAL SUMMARY 
FISCAL YEAR 1984-85 

Funding Sources (General Operations): 


State General Fund Appropriations (net) 

Personal Services and Related Benefits 

Operating Expenses 

Rental Income 

Endowment Earnings 

Patient Benefit Fund 

Donations 

$14,902,727 

4,178,320 

434,502 

20,953 

69,338 

953 

Total Funding 

$19,606,793 

Expenditures: 

Personal Services and Related Benefits 
* Professional and Outside Services 

Travel (In-State) 

Travel (Out-of-State) 

Food 

Other Operating 

Capital Equipment 

$14,902,727 

1,697,229 

12,372 

940 

757,954 

2,077,510 

158,061 

Total Cost of Operations 

$19,606,793 

Collections (Deposited to the General Fund): 

Medicare 

Family, Guardian, or Patient 

Insurance 

Counties - Rule 11 

Social security, VA, or Railroad Retirement 

Military Service Connected Neuropsychiatric 

$1,083,568 

557,951 

324,224 

154,087 

156,117 

6,819 

Total 

$2,282,766 

Daily Costs by Treatment Unit 


Admissions and Evaluation 

Behavioral Management 

Adolescent Treatment 

Psycho-Social Rehabilitation 

Continued Care 

Transitional Living 

Average 

$201 

$152 

$241 

$131 

$122 

$183 

$146 


* Contract Physicians, Nursing Registries, Outside Hospitalization Costs 
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THE PHYSICAL PLANT 


Arizona State Hospital is an antiquated physical plant. Roadways and streets on 
the grounds need restoration and improvement; many pavement areas need to be replaced 
to eliminate hazardous conditions. 

The original galvanized pipes and temperature control valves within the hospital 
buildings have deteriorated over the years to the extent that water temperature controls 
in showers and sinks cannot be properly adjusted. 

The central cooling system that serves the Juniper Complex, Kachina, 
Administration Building and Encanto requires increased maintenance and upkeep on the 
utility tunnels is costly, justifying development of an alternative cooling system. 
Individual units are recommended because they could cut down maintenance costs and 
equipment malfunction. 

Although most equipment throughout ASH is in fair-to-good condition, major pieces 
of equipment in the hospital laundry facility are over 20 years old; some parts are either 
obsolete, unreliable or no longer available. (Approximately 1.5 million pounds of laundry 
are processed yearly.) 

Hospital staff has also identified numerous areas on campus that are not accessible 
or safe for handicapped patients or staff members who must use wheelchairs, crutches, 
walkers, or are visually impaired. Some bathrooms are inaccessible; ramps and doorways 
are inadequate. Budget requests were submitted to make renovations for the 
handicapped. ASH engineering staff subsequently enlarged the bathrooms on Juniper 5, 
Juniper 9 and Juniper 10 to improve accessibility. 


- 33 - 


PATIENT ACCOUNTING AND CLINICAL ENQUIRY 


Arizona State Hospital initiated a data base redesign and access expansion to 
complete the first phase of modernizing its data information system. The Arizona 
Department of Health Services has requested an additional appropriation of 
approximately $300,000 to complete Phase II. 

At the present time, the data system is manpower intensive and does not meet the 
needs of patients or staff. Once completed, the Patient Accounting and Clinical Enquiry 
system will enhance medical recordkeeping, document vital clinical activities, and 
provide information and analysis to ASH management for program planning and policy 
development. 
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